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ABSTRACT
171574

The purpcse of this independent study was to develop the guideline for
documenting nurse’s note used by professional nurses working in a Surgical Intensive Care
Unit (SICU), Kalasin hospital. Field observations and a preliminary survey to were done to
collect information regarding issues of nurses’ notes documentation. It was found that the
hospital has a policy to use the documentation system namely “SOAPE” for recording
nurses’ notes. However, some nurses did not cooperate well and there were informal
supervisions about how to write nurses’ notes. From the survey, a new guideline for
documenting nurse’s note was developed by organizing the workshop and it has an
emphasis on participations from professional nurses. The new established guideline for
documenting nurses’ note was based on five steps of nursing process and an evaluation
checklist for completeness of nurse’s note documentation was also developed. The pilot was
performed to use the new established guideline between September 2004 and March 2005.
Then, the completeness of the nurses’ note documentation was retrospectively checked from
20 patient chart records after patients were discharged from the hospitals.

Results showed that professional nurses documented nurses’ notes completely only
8 out of total 14 items of the checklist; recorded incompletely 6 items with scores between
50-65%. According to the assessment, following items were needed to be recorded
increasingly: health assessment; surveillance of acute clinical problems; visit for evaluating
the progress of clinical problems’ resolution. According to the nursing diagnosis, following
items were needed to be recorded increasingly: adding new nursing diagnoses including
physical and psychosocial needs; patient’s self care management. According to planning,
following items were needed to be recorded increasingly: adding new nursing care plan
relevant to new problems and continuously planning until the problems ended. According to

implementation, following item was needed to be recorded increasingly: recording new
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nursing activities in nursing care plans from patients’ admission until the problems were
solved. According to the evaluation, following item was needed to be recorded increasingly:
continuous evaluation of nursing activities toward each nursing diagnosis until the problems
were solved.

This independent study implied that all professional nurses and nurse administrators
at all levels should continuously check the nurse’s note documentation system for quality

which covered completeness, rightness, clearness and succinciness.



